death in a proportion of AIDS patients.' In the past, however, the clinical significance of cytomegalovirus within the gut has been controversial,67 and it has been held that cytomegalovirus may only superinfect damaged tissue.8 Two cases of cytomegalovirus colitis have recently been reported in the context of AIDS,' in which histological examination firmly supported the causal relationship between cytomegalovirus and colitis. We report here three cases of cytomegalovirus colitis in the context of AIDS, and two cases of cytomegalovirus associated ulceration of the lower oesophagus. In each case the cytomegalovirus was cultured from at least one site, and cytomegalovirus inclusion bodies were seen on biopsy of the tenderness with marked rebound. Plain abdominal radiographs showed generalised large bowel dilatation with fluid levels (Fig. 1) ; rectal biopsy ( Fig. 2) showed the typical changes of invasive cytomegalovirus infection, with inclusion bodies extending to the muscularis layer. Urine culture was positive for cytomegalovirus, but blood and stool were repeatedly negative. Transaminase concentrations were raised, suggesting cytomegalovirus hepatitis. No other pathogens were identified in the stool. The screen included full parasitological, bacteriological, and virological culture and examination. In particular, Cryptosporidiosis was excluded by direct ZN staining of stool, without concentration.
The patient was initially treated with high dose acyclovir for seven days (2 g/day) without response. Foscarnet was then introduced (and acyclovir discontinued), and defervescence occurred within 24 hours, with marked symptomatic improvement, loss of abdominal distension and pain, and resolution of the diarrhoea. This improvement was maintained, and continued after the 14 day course of Foscarnet.
Three weeks after discharge, however, the patient was readmitted with a further episode of cytomegalovirus colitis and fever. Foscarnet was reintroduced for a two week course at the same dosage. There was initial clinical response with defervescence; on the eighth day treatment was discontinued owing to central line sepsis. After this, the clinical course deteriorated with an episode of Salmonella typhimurium septicaemia and further recurrences of cytomegalovirus colitis (untreated) (Fig. 3) . Oesophagoscopy revealed a 3 cm ulcer at the lower oesophagus, with candidal overgrowth. Biopsy of the ulcer wall showed inclusion bodies and the typical histological pattern of cytomegalovirus infection. Herpes simplex virus culture was not performed. Prolonged antifungal treatment witlh ketoconazole failed to improve the dysphagia, and the patient subsequently entered another trial of treatment for cytomegalovirus infection.
Discussion
It is common to isolate cytomegalovirus in patients with AIDS, especially from the urine, semen or, less commonly, the buffy layer leucocytes.' The frequent finding of cytomegalovirus in association with other opportunist infections, such as Pneumocystis carinii in the lung, has led to confusion concerning the primary pathogenic role of cytomegalovirus in AIDS.' The severity of cytomegalovirus as an opportunist pathogen has often been overlooked, and hitherto this infection has been untreatable. It is our opinion that diseases directly caused by cytomegalovirus in AIDS (pneumonitis, colitis, oesophagitis, retinitis, encephalitis) are late phenomena in AIDS, and imply a poor prognosis. It is still unclear whether the poor prognosis is a result of the cytomegalovirus-induced immunosuppression added to that of AIDS or a consequence of the profound immunosuppression that leads to the development of cytomegalovirus-related disease. 13 14 We selected for treatment cases of symptomatic cytomegalovirus infection of the gastrointestinal system associated with proven invasion on biopsy. In every case no other pathogen was isolated from the gut to account for the symptoms. The three cases of cytomegalovirus colitis all presented with a similar clinical picture: watery diarrhoea (with bloody stool in two cases), abdominal pain and distension with marked tenderness and rebound, weight loss and fever. In one case (case 1) there were recurrent bouts of large bowel dilatation resembling toxic mega colon, with marked rebound tenderness and guarding on abdominal palpation. These clinical features are similar to the two cases reported by Meiselman et al. 9 The report of progression of cytomegalovirus colitis to necrotising colitis with large bowel perforation confirms the serious nature of this disease.T here would now seem to be little doubt that cytomegalovirus infection in the context of the profound immunosuppression seen in AIDS may lead to frank ulceration of the gut. The high prevalence of cytomegalovirus infection in homosexual men may be a major factor in the emergence of this new gut manifestation of cytomegalovirus disease."' Owing to the poor prognosis of invasive cytomegalovirus disease, these cases were treated with Foscarnet on a trial basis. In case 1, there was a prompt response to Foscarnet on two occasions. The response was not sustained, however, with relapse of cytomegalovirus colitis after each treatment. 
